(c) Vehicles of Infection.--The blood may be a vehicle of infection (Kleinhans, Veit, Schottlaender) in a certain proportion of cases, the peritoneum in others; coitus and testicular contact or the urine in others. Abrasions of the genitalia increase the risk.
(d) Carcinoma and Tubercle.-Care has to be taken to discriminate between certain cases of advanced carcinoma and tuberculosis, especially when the peritoneum is extensively involved, and the remote possibility that carcinoma may exist side by side with the tuberculosis has to be remembered.
(e) Diagnosis.-Diagnosis may be difficult or impossible, dependent upon the stage, site, and extension of the disease. Hegar's nodules are the most characteristic local sign. Collateral signs and symptoms, together with microscopic examinations, are the verifying evidences.
(f) Relative Frequency in Site.-As to the relative frequency in the site of the disease tubercle of the vulva or vagina is very rare; tubercle of the portio is rare; tubercle of the fundus is not so rare; tubercle of the Fallopian tube is the least rare of all the forms of tubercle of the genitalia; tubercle of the ovary is not so rare. As to primary tubercle, in the vulva and vagina it is extremely rare; in the portio and cervix it is very rare; in the fundus extremely rare; in the Fallopian tube very rare; in the ovary it is doubtful if there is a single authentic case recorded.
Histology; Differentiation in Type.-As regards the differentiation of the type of the tuberculous invasion we may summarize the histological and pathological characteristics thus: In the vulva it has more frequently (Matthews Duncan) assumed the character of lupoid ulceration, difficult to diagnose from rodent ulcer (with or without involvement of the lymph glands); in the vagina, miliary tubercle resulting in caseous degeneration and ulceration; in the portio, miliary and disseminated, or miliary and bacillary (there are also ulcerative or erosive and papillary or fungus types) (Murphy); in the fundus, Pozzi's division seems to me the best-acute miliary, interstitial, ulcerative. These three states may coexist (Stolper). The most frequ'ent histological sequences are glandular cell proliferation, epithelium proliferation with giant-cells, caseous degeneration and ulceration.
In the tube, miliary tubercles are disseminated on the peritoneal surface or diffused throughout the mucosa; closure of the fimbriated ends by adhesions, twisting, or caseous blocking is frequent; occasionally fibroid thickening of the tubal walls is associated with closure of the tube ends, or there may be a nodular condition of the tube. As consequences, in either case, we may have either caseous degeneration and blocking or pyosalpinx or haematosalpinx. In the ovary miliary tubercles are found on the peritoneum, in the stroma or in the follicles, leading to caseous degeneration and suppuration.
Unilateral Primary Tuberculosis. My communication deals with primary unilateral tuberculosis of the Fallopian tube. I am limited to time, so you will pardon the obvious abruptness which has to characterize the condensation of my remarks. I am saved from giving some details of cases by the fact that much that I would have to say of these has been already published by me, and I have circulated for the members present these particulars, with illustrations, which will obviate the necessity of my reading them.
The reason of this communication to the Section is: the existence of primary tuberculosis of the Fallopian tube is questioned by some gyneecologists, while it is recognized by others, and all acknowledge that a unilateral primary tuberculosis is extremely rare. I consider that I have had two absolutely authentic cases of unilateral primary tuberculosis of the tube and one case of bilateral primary tuberculosis. In one of these cases I have had the unusual opportunity of performing cceliotomy six and a half years after the removal of the tube and ovary of the affected side.
Case A.-In July, 1901, I operated on a patient whom I had seen and recommended operation to in the previous January. I removed a large unbroken left pyosalpinx, a healthy ovary, and a large post-mesosalpinx cyst. Mr. Targett was present at the operation and Dr. Charles Noble, of Philadelphia. The former carefully examined the removed tube and reported: " The external surface of the specimen is covered with thin fibrous adhesions in which many miliary tubercles are embedded. The lumen of the tube is filled with thick caseous pus, and the inner surface is shaggy from ulceration of the mucous membrane. There is very little thickening of the wall of the tube anywhere, and in some parts it is much thinned by distension and ulceration. Microscopical sections of the undilated uterine end of the tube exhibit general thickening of the mucous membrane and infiltration with miliary tubercles. The epithelial lining is for the most part intact." Some adhesions bound down the right ovary, but the ovary itself and the tube were quite normal. There was no sign of any uterine involvement. At the end of 1902 she had some endometritic discharge, so I thoroughly curetted the uterus and had the curettings examined for tubercle, but the result was negative.
In January, 1903, she had a twin labour. In 1904 she was again 180 Macnaughton Jones: Tuberculosis of Fallopiani TuItbe confined, again in 1905, and on December 2, 1907, she had her fourth labour since the operation. I condense froimi the notes given miie the particulars of this labour. Fourteen days previous to it she had an attack of pain and vomiting, which subsided with treatment, though sonme abdominal pain continued, and two days before labour, which was a very rapid and natural one, there was a recurrence of the symiiptomlls. There had been frequent attemiipts made by drugs to terminate pregnancy. She was extrem-lely anQemic when it set in. After labour a tense sensitive swelling was found in the right iliac region. A vaginal examination made on the fourth day did not disclose any uterine, adnexal or perimetric trouble. Micturition was normal; the bowels had been moved by enema. On that day there was violent pain, the tenlperature rose to 104°F. and the pulse to 130. I saw her the next morning and found the uterus fairly free. There was no marked adnexal swelling, but a slight bulging in the right fornix with a defined hardness in the iliac region. As the temperature and pulse had both fallen I postponed interference, considering the case one of appendical inflammation with involvenient of the adnexa. From this until the date of the operation (thirty-nine days after labour) the symptonis varied, the temperature and pulse fluctuating, both being at times normal, and the iliac swelling subsiding; but later on the induration recurred, the uterus gradually became fixed, the temperature and pulse went up, and coeliotomy was performed.
Operation-.-I was assisted by Dr. Vaughan-Sawyer. Anesthesia was secured by the scopolamine, morphia and chloroformn method. The patient was extremely weak and bloodless when placed on the table.
There was a mllass of adhesions occupying the lower abdomen and pelvis from side to side. Somiie adhesions marked the site of the old operation, but this, the left side, was generally free of infiltration. On the right a large exudation included the uterus, the adnexa and the broad ligament, and extended to the pelvic floor, involving the sigmoid, reaching the caecuim and appendix above. This necessitated careful stripping in the isolation. of the mnass. The broad ligament was softened and greatly thickened, the clamp cutting right through the softened structures wherever applied. Ligature of the uterine and tubo-ovarian arteries ultimately arrested the very troublesomne hmemorrhage. The appendix was engorged, but there was no evidence of any very serious implication, and the condition of the patient was far too critical to delay for its relm-oval.
Matters went on well until the sixth day after operation, when comllplications set in which ultimately resulted in an exudation rising half way to the umbilicus, a softening of the abdominal wound, which had closed, and somne escape of pus from its lower angle. On the tenth day I opened up the entire wound, freeing a quantity of purulent matter which had collected over the fascia, reopened the peritoneum by a small incision and evacuated nearly a pint of purulent matter. She was treated by' careful cleansing of the cavity with formalin solution and drainage, and left the home quite well on March 2, and is now in excellent health. Her four children are strong and healthy, and there is no evidence of any affection in any part of the body.
Patthological Report by Dr. Cuthbert Lockger.-" Macroscopically the ovarian and tubal tissues are seen matted into a uniform ma.ss, which on cut section shows the lumiien of the tube blocked by inflamnmuatory products. The ovarian part of the specinmen is diagnosable by the peripheral dropsical follicles. No plice are to be found, the outer end of the tube being fused with the ovary." Histological Report.-" The right tube and ovary are miatted together. The lumen of the tube shows the plicae replaced bv granulations, and the musculature is infiltrated with round-cells. The ovary shows acute inflainmatory reaction in the shape of leucocytic infiltration and cedema. The case is not tubercular."
(The section of the adnexal mass was shown with the epidiascope.) Being interested to ascertain and find out what the experience of other gynecologists was in regard to such a case I wrote to several British gynaecologists and to a few personal friends abroad, asking them if they had seen prbinary unilateral tuberculosis of the Fallopian tube, in which removal was followed by permanent recovery; if there had been subsequent pregnancies, and if any consequences followed parturition; also, what was the nature of the pathological changes found, and if a correct diagnosis was made before or subsequent to the operation ? At the time of writing I have had replies fromii twenty British surgeons and thirteen foreign. Of the British, thirteen replied in the negative and seven in the affirmative. Of the foreign, ten answered in the. negative and three in the affirmative. Professors v. Rosthorn, v. Kronig, Schauta, Olshausen Landau, Bossi, Jacobs, Mangiagalli, Pozzi, Lapthorne Smith and Dr Charles Noble had never had a case of the kind. Professors Bumm, Prochownick and Zweifel had; and of the home gyneecologists, Mr. Doran and Drs. Cuthbert Lockyer, Newnham, Ballantyne and Purefoy were the only ones who had operated on what they believed to be primary unilateral tuberculosis of the Fallopian tube. Professor Bumm's case was one of twenty-five years tuberculosis of the right tube resulting in pyosalpinx; the tubercle was discovered at the operation, and the patient was well for two years subsequently. Dr. Prochownick had three cases. There was return of the disease in all three. Two died, one of recurrence in the other tube and lungs, a second fromii recurrence in the lung, and the third made a perfect recovery after total extirpation of the genitalia. Two of the cases were parenchymatous, one a pyosalpinx.
Two of the three were discovered at operation.
Professor Zweifel says that they have had such cases in the Leipzig Frauen-Klinik generally resulting in pyosalpinx, and the nature of the disease was proved microscopically or by physiological experiment.
Dr. Newnham has also had a case followed by subsequent pregnancies; the condition was a pyosalpinx and the nature of the disease discovered after operation. Professor v. Kronig has had cases of primary tuberculosis but not unilateral. Dr. Ballantyne's ca,se was reported as one of primary tuberculosis in the British Medical Jourlnal of January, 1901. The patient was unmarried. Dr. Purefoy's case was one of tuberculosis of the peritoneal coat only, discovered at the operation.
Sir William Smyly had a case in which the rectum was involved with the tube. On subsequently opening the abdomen the general peritoneum and tubes were equally involved. The lungs were then attacked. She is still alive and well. The operation took place ten years since. He cannot, however, regard it as a case of prinary tuberculosis. *Mrs. Stanley Boyd operated on a case of unilateral tuberculosis of the tube, but the pouch of Douglas was also invaded. At a subsequent operation for radical cure of hernia, the pelvis appeared to be quite free fromn disease.
In Mr. Alban Doran's case he reilmoved the left tube in January, 1904, when performing hysterectomy for iilvoimia. The right adnexa appeared quite healthy. The left tube was tuberculous and enveloped in thickened omentum. The uterus was healthy. In May, 1906, the patient was well. The case was reported on by Dr. Cuthbert Lockyer.
My other case (B) of primuary unilateral tuberculosis of the Fallopian tube occurred in a patient, aged 29, a nullipara, and was associated with heematosalpinx. She was operated upon by nme in 1898. The specimen is on the table; it was shown at the Gynaecological Society. Mr. Targett reported: " The outer half of the tube is considerably enlarged and its lumen uniformily dilated. The abdomiiinal ostiumn is closed by adhesions, but traces of the fimbriw can be discerned on the exterior. The surface of the tube is generally free from-l adhesions, though there are a few fibrous threads on the ovary. A section across the dilated portion of the tube shows a marked thickening and rugosity of the mnucous coat, as well as a finely glranular appearance of the mnucous surface. The lu'men is filled with blood and retained secretion. Microscopical examination reveals an abundance of grey tubercles in the substance of the mnucous mlemlbrane, the giant-cell systems being well developed (fig. 4 ). The muscular coat is not yet invaded, though the tuberculous formlation has advanced in that direction. The epithelial covering of the thickened rugae is for the imiost part preserved. The adjacent ovary presents a recent corpus luteum, and its substance is healthy. There is a striking absence of any peritoneal lesion, and for this reason it is probable that the tuberculosis of the Fallopian tube is primiiary." The last time I saw the lady she was in excellent health; there were no subsequent pregnancies. The third case (C) of primary tuberculosis of the Fallopian tube was one in which both tubes were diseased. The patient was one year married, and in every other respect was a healthy woman. She was aged 23, had only complained since marriage of menorrhagia and pelvic pain, which had become worse of late; walking was more difficult and her general health was failing.
On examination the adnexa were found enlarged, and oophorectomy was advised. At the operation extensive adhesions were found and the right ovary and tube were embedded in exudation, rendering the operation somewhat difficult and tedious. On exposure of the broad ligaments some few small yellow granules, about the size of millet seeds, were seen on these; this raised a suspicion of tubercle. There were none elsewhere on the peritoneum or bowel. The left Fallopian tube, which was thickened and enlarged, was also removed. The tubes were resected from the uterine cornua, which were included in the ablation.
Dr. Cuthbert Lockyer's report on the specimen was as follows: "The tubes and ovary have been examined microscopically. Both tubes show the presence of tubercle in their mucosa; the plicae are infiltrated with round-cells, and distinct foci of tubercle containing giant-cells are seen in the swollen infiltrated folds. The thickened fibro-muscular walls show no evidence of tubercle, the disease being confined to the mucosa. The right ovary is cedematous; it shows no sign of tuberculous disease. It contains no healthy follicles, but presents some haemorrhagic areas and degenerate lutein tissue, and a few corpora albicantia." (The section was shown with the epidiascope.)
DISCUSSION.
Mr. SPANTON congratulated Dr. Macnaughton Jones on having had no less than three such rare and important cases, which opened up many points of interest. They recalled to his mind the case of a patient on whom he operated many years ago which was published at the time,' and was in many respects similar to one of those recorded by the author of the paper. It occurred in a single young woman, aged 17, who had suffered for many months from pelvic pain, and afterwards from intractable cystitis. At the operation the right Fallopian tube was found to contain hard nodules, and also the ovary. Both these were removed, microscopic sections were made, showing quite clearly their tuberculous character. After the operation the cystitis entirely disappeared, and in less than a month afterwards the patient was well enough to take part in the infirmary dance. Some years after this the patient married, and was then perfectly well, but has since been lost sight of. This case, taken with those of Dr. Macnaughton Jones, seemed to indicate that tubercle in this region, as elsewhere, might be eradicated if dealt with early enough.
Dr. MACNAUGHTON JONES, in reply, said Mr. Spanton's case was of interest, and he should like to have the details of it to add to the others he had referred to. The nodular appearance of the tube was at one time thought to be characteristic of tuberculosis, but this had been quite disproved. Though some gyn ecologists of note were inclined to altogether dispute the existence of primary unilateral tuberculosis of the tube, the cases he brought forward absolutely proved that it did occur. There was this practical lesson, that in trusting to Nature for the cure of an adnexal tumour, in an otherwise apparently healthy woman, we might incur the risk of a general pelvic or peritoneal tuberculosis later on.
'Brit. Med. Journ., 1884, i., p. 881.
